Proceedings of the Royal Society of Medicine 14 valid. We feel that certain features of these 17 cases (a crude incidence of 2 6 % in this series) are worth reporting.
The average duration of ulcerative colitis before the discovery of carcinoma was 18 2 years, ranging from two to twenty years. Symptoms had commenced more than ten years previously in 13 patients. All the patients had histological evidence of ulcerative colitis with repair and fibrosis. Acute lesions were not a feature. The average age at the time of cancer diagnosis was 4417 years with a range of 24 to 63 years; 5 patients were less than 35 years of age. In 9 patients carcinoma was confirmed in the rectum or rectosigmoid region, in 6 patients the growth was found elsewhere in the colon, while in 2 cases the site was uncertain. In only one instance were two separate carcinomas discovered, both occurring in the colon.
No diagnostic clinical picture was present at the time of cancer development. New symptoms such as abdominal pain and distension, altered bowel habits and rectal bleeding were described and some of the patients were found to be anemic and to have lost weight. However, these features might have arisen in the natural course of their disease without the complication of cancer.
The prognosis in these patients was poor; 12 are dead and 1 patient is known to have secondary growth. 8 patients died within one year of the discovery of carcinoma.
12 patients underwent large bowel resection and 5 were deemed inoperable. Examination of the operation specimen showed that pre-existing fibrous stricture was present in 7 cases; in 3 cases it was difficult on examination of the surgically removed bowel to determine the site of the primary growth. Mucus secretion was a feature in 12 of the 17 cases and early spread in the serosa was common. Another feature was the tendency for individual islands of carcinoma in submucosa and muscle coats to become surrounded by fibrous tissue.
Polyps of various types were seen in 11 cases in the neighbourhood of the growth. It is normally easy to differentiate pseudopolyps, true adenomatous polyps and papillomas, but we found considerable difficulty in classifying some of the polyps examined. Appearances suggested that pseudopolyps could either directly undergo malignant change or develop into true adenomas which in turn might become malignant.
Congenital Rectal Prolapse
By TOM RowNTREE, M.Chir., M.S., F.R.C.S. Southampton IN the Maternity Department of the Southampton General Hospital in 1956 was born a 9 lb. girl, the second child of a 29-year-old mother. I was asked to see her because she was thought to have a polyp protruding from the anus. There was indeed a polypoid mass at the anus, but the orifice itself was contracted by a stricture that would not admit the tip of the little finger. The stricture was dilated quite easily after a few days and then the anus could be examined accurately. Fig. 1 shows the outer aspect of the mass; it occupied one-third of the circumference of the anus and its outer aspect was covered by the normal constituents of the anal canal, namely anal skin and mucosa of the correct colour, with columns of Morgagni and valves. The anal mucosa joined rectal mucosa in the normal manner, and the inner surface of the mass, seen in Fig. 2 , was covered by normallooking rectal mucosa. In Fig. 2 is seen a probe indicating the centre of the anal orifice. Fig. 3 illustrates part of the scar, on the stretch, which had formed the stricture. The scar extended throughout that part of the circumference of the anal orifice that was not occupied by the protrusion. The remarkable thing about the circumferential scar was that it united perianal skin directly to rectal mucosa with no intervening anal epithelium whatever. It looked as if a Whitehead's operation had been performed. The underlying sphincter was normal according to digital palpation, and subsequent events have shown the girl to be continent. The photographs were taken at the age of 6 months, just before operation, but there had been no change in the appearances in the interim save for dilatation of the stricture. Excision was necessary, for replacement of the protrusion was of course impossible. Fig. 4 shows the mass in transverse section. The epithelial elements can be recognized, with columnar epithelium on the inner side and specialized anal epithelium on the outer side, and even some anal glands. Between the two epithelial layers can be seen layers of muscle, indicating that the specimen consisted of a full thickness of bowel folded upon itself. Considered alone, the specimen amounted only to prolapse of a portion of the rectum and anal canal. But how can the scar and the absence of the rest of the anal canal be accounted for? If there had been malformation there would be no scar, for a scar can only form when there has been solution in continuity in an epithelial surface. There must therefore have been some tissue formed which was subsequently lost. The explanation I put forward is that the entire rectum and anal canal were formed normally, but that there had been complete prolapse in utero, and the missing two-thirds of the circumference underwent aseptic necrosis (sloughing in a sterile medium). Repair quickly followed, all complete before birth, and soon enough for the scar to have contracted to form the stricture.
Tags of rectal mucosa are seen occasionally outside the anus at birth, but I have found no reference to a case which exactly tallies with this one. I have put the case forward as an example of complete rectal prolapse in utero, 
